Introduction
============

Abdominal wall hernia reflects structural defect in abdominal wall. It is believed that aging, smoking and increase in intra-abdominal pressure (e.g. obesity, chronic obstructive lung disease, prostatic hypertrophy, hemorrhoids, heavy lifting) may cause hernia ([@b1-ijph-42-334]--[@b4-ijph-42-334]), therefore litigations in this area, especially for its work relatedness, are frequent, although nowadays some studies would shed significant doubt on the importance of raised intra abdominal pressure as a significant factor in the formation of abdominal wall hernia ([@b5-ijph-42-334],[@b6-ijph-42-334]).

Lifelong prevalence of abdominal wall hernia in the U.S. general populations is 5% and 2% among adult male and female respectively and median days away from work of any new case is 25 days ([@b7-ijph-42-334]). In Britain, 80000 operations for abdominal wall hernias are performed annually, which costs a lot to health system and society ([@b6-ijph-42-334]). Inguinal hernia contains about 80% of abdominal wall hernias and all other kinds of abdominal wall hernia contains only remaining 20%. Co-incidence of epigastric and umbilical hernia is very less common ([@b6-ijph-42-334]).

A study conducted in a hospital in Iran during a period of 15 months showed that, from 933 surgeries of abdominal wall hernia, only one case was epigastric and umbilical hernia ([@b8-ijph-42-334]). Generally, the references of this article are based on abdominal wall hernia, not specifically of epigastric and umbilical hernia. This is for two main reasons; first, being epigastric and umbilical hernia in adult studies and work relatedness is very little. Second, the general nature of abdominal wall hernias is similar. This is not the case in the field of surgery but occupational diseases therefore the surgical details and techniques have not been discussed.

Case Report
===========

A 30 years old man with abdominal wall hernia and recurrence after first surgery was referred for work relatedness evaluation. He was working in an industrial electrical panel manufacturing company on the outskirts of Tehran, the capital of Iran, as an electrical assembler from 2002 to 2009. Carrying pieces between 20 to 100 kg with or without trolleys was a part of his job duties. The results of pre-employment and annual periodic examinations which had been performed by occupational medicine specialists were normal. Occupational hygienist reported insufficient training, supervision, control of health hazards and protective equipments. The worker had three work accidents in his occupational history.

In the latest, May 2008, he was referred to hospital because of protruded mass followed by sudden sever pain in his abdomen while lifting a transformer and had an emergency open surgery with anatomic repair of defect without any bowel resection. His surgeon wrote for employer that: "The patient had epigastric and umbilical hernia with some necrosis in mesenteric and abdominal wall fat due to heavy duties of work". Postoperative clinic visit evaluation was normal. After discharge, the surgeon advised two months off work and then six months away from heavy duties or lifting over five kilograms. The patient returned to work two month later but his employer forced him to lift things as before. Six months after the first surgery, the worker agreed with another surgery because of abdominal pain due to recurrence of hernia and employer dismissed him. He had not history of professional exercise, smoking or any other disease. In this case, regardless of being right or wrong in the surgeon's clinical performance and subsequent career advice, employer was incriminated only for recurrences of hernia because of early usage of worker against physician opinion. Finally, after second surgery with prosthetic repair of defect, the worker returned to his work with lifelong limitations for heavy lifting without any decrease in his wage.

Discussion
==========

Although combination of epigastric and umbilical hernia is less common but overall incidence of abdominal wall hernia is considerably high and many people and even physicians believe that the hernia is work related and many limitations after surgery are mandatory. Also a worker who has abdominal wall hernia usually hears inconsistence messages about nature of his disease from his family physician, surgeon, occupational medicine specialist and other involved healthcare providers. Because of these, many time and money spend for associated litigations ([@b6-ijph-42-334],[@b7-ijph-42-334]). Finally, results of these litigations are inconsistent because reliable scientific data about work relatedness & fitness after surgery of abdominal wall hernia are scarce.

In a study incidence of hernia was determined according to occupation with Annual Survey of Occupational Injury and Illness from the Bureau of Labor statics (BLS) in 1994. Results show a spectrum of relative risk from 2.47 (CI 95%, 2.14--2.80) for handler, equipment cleaner, helper and laborers to 0.13 (CI 95%, 0.03--0.24) for executive, administrative and specialty occupations but this study was based on employer's reports of work related cases of hernia and may be influenced by their belief that the two are related ([@b7-ijph-42-334]). It has been suggested that any lifting activity results increase in intra-abdominal pressure and may lead to abdominal wall hernia. In a study, intra-abdominal pressure in many postures and activates was determined with a noninvasive technique and demonstrated only modest rise in intra-abdominal pressure during lifting. If this is done correctly that is very lower than intra-abdominal pressure during jumping or standing cough ([@b5-ijph-42-334]). Development of an abdominal wall hernia even after a single strenuous event or trauma is highly unlikely ([@b9-ijph-42-334]). Recently a literature review has compared all available scientific data about work related aspect of hernia especially inguinal hernia and finally has questioned traditional association between heavy lifting and inguinal hernia and indirectly, all types of abdominal wall hernia ([@b6-ijph-42-334]). Although work relatedness of abdominal wall hernia is seriously doubtful, but conclusive evidences are not enough and it may provide an important area for research on surgical and occupational diseases. The writers suggest that, for the nonce, in work relatedness determination of similar cases, decide separately about any cases with detailed history of patient about exercise, smoking, occupation, habits, lung disease or diseases those attributable to increase intra-abdominal pressure such as varicose, disc herniation, hemorrhoid.

In this case and other similar cases return to work and fitness for work after surgery is other problem. Health care providers think very different about suitable interval between surgery, discharge, return to work or return to heavy or manual work and their opinions are subject to change but the trend towards early return to work is continues. Many factors such as personality of patient, job satisfaction and technique of surgery and correct application of prosthetic mesh support may affect retune to work ([@b6-ijph-42-334], [@b10-ijph-42-334]). For example, Laparoscopic repair may results in earlier return to work than open technique ([@b11-ijph-42-334]) or surgeries if divide or trap the scrotal branch of the ilioinguinal nerve cause pain or hypoaesthesia and can delay a return to full activity ([@b12-ijph-42-334]), nonetheless an important factor determining the days between surgical treatment and return to work is motivation ([@b13-ijph-42-334]). Some physicians recommend an interval off work time of up to three months, and light work for 3--6 months after operations of simple and small hernia however there is not enough evidences to support such a prolonged period of inactivity for example in integrity of a repair or decrease rate of reoccurrence ([@b6-ijph-42-334],[@b14-ijph-42-334]--[@b16-ijph-42-334]).

In recent years, many reliable scientific papers decrease their recommendations about days off work after surgery of a hernia and now, for example in laparoscopic repair of a simple inguinal hernia, they recommend only 3--5 days off work and 1--2 weeks modified work ([@b17-ijph-42-334]--[@b20-ijph-42-334]) or decrease time of return to work after large incisional or umbilical hernia from 12 weeks ([@b19-ijph-42-334]) to 3--5 weeks ([@b20-ijph-42-334]). Interestingly some references prohibit lifelong return to heavy duties of work after surgery of large incisional or umbilical hernia ([@b19-ijph-42-334]) and some others have not recommendations about return to manual work after surgery of these kinds ([@b20-ijph-42-334]). In our case, although there is no exact data about return to heavy duties of work after surgery of simultaneous epigastric and umbilical hernia but we think, because the nature and extent of defect is similar to large incisional or umbilical hernia, it is preferable that he avoids lifting heavy objects lifelong especially after second surgery for reoccurrence. It is clear that consultation with expert occupational physicians before return to work of similar cases may be helpful.
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